(/3) When neighbouring parts undergo any great alteration of volume, or change of position, they may interfere mechanically with the airpassages.
Thus, injurious pressure on various parts of the respiratory apparatus may be caused by abscesses in the vicinity of the trachea, enlarged thyroid and thymus glands, tumours in the neck, aneurism, morbid growths in the mediastinum, pleuritic and pericardiac exudations, distention of the abdomen with gas, effusions into the peritoneum, and pregnancy.
Under this head we may also place elongation of the uvula, which often acts like a foreign body, and sets up an irritative action that often extends over a considerable tract of the pulmonary mucous membrane.
(y) A firm adhesion of a part of the lung to the adjacent parts often impedes the proper respiratory movements and gives rise to pulmonary diseases, especially to atrophy, local congestions, and tuberculous depositions.
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(<5) Impediments to the free and uniform circulation of the blood through the lungs is a common source of this class of diseases. The cause of these impediments may lie in the heart itself, in its imperfect or tumultuary motions, in obstruction or insufficiency of the mitral valve, or in hypertrophy or dilatation of its different cavities. The cases are rare in which too much blood is sent by the diseased heart to the lungs. (This only occurs in hypertrophy of the right ventricle.) It is much more common to find that the blood entering the pulmonary veins is obstructed in its passage through the heart. The free circulation may also be impeded by the Duchatelet, venereal excesses give rise to chronic hoarseness; in the other sex the close connexion between the development of the larynx and of the testicles is too well known to require observation.
The phenomenology, diagnosis, and general therapeutics, are fully discussed in three somewhat lengthy chapters, which contain an excellent abstract of our present knowledge on these subjects, but offer no peculiar novelty. We proceed, therefore, to the special consideration of the affections of the respiratory organs and the pleura. The same arrangement is adopted as in " the diseases of the digestive system;" he first considers the nervous affections and then the anatomical disturbances.
Spasm of the glottis is considered under three forms:
1. The acute form of spasm of the glottis in children (asthma Millari, asthma acutum periodicum, pseudo-croup, laryngitis stridulosa, laryngitis stridulus, &c.) 2 . The chronic form in children (asthma Koppii, asthma thymicum). 3 . Spasm of the glottis in adults. Pseudo-croup perhaps conveys the best idea of the character of the first of these three varieties. Yalleix has collected records of twenty-six wellmarked cases of this affection; none of the patients exceeded their eighth year, and one was an infant only three days old; from eighteen months to two years is apparently the most common age. It is a more frequent affection in the rich and comfortable classes, than among the extremely poor; hence it is much more commonly encountered in private than in dispensary or hospital practice.
This affection is remarkable for the rapidity with which it developes itself; and this is a point on which we would lay much stress in diagnosing between it and croup.
The patient goes to bed in the ordinary health, and after some hours ' Valleix has collected and analyzed fifty-three cases, in thirty-one of which emetics (tartar emetic and ipecacuanha)
were the principal remedies.
Of these thirty-one, fifteen, or very nearly one-half, recovered; while of the remaining twenty-two, to whom emetics were either not at all or only sparingly given, only one recovered?a difference far too great to be the result of a mere coincidence.
Of the thirty-one children treated with powerful emetics, twenty-six ejected false membranes in the effort of vomiting; and of these twenty-six, fifteen, or nearly three-fifths, recovered. In the five remaining cases, which all proved fatal, not a trace of false membrane was ejected. Of the remaining twenty-two, to whom powerful emetics were not administered, two ejected false membranes, and it was one of these that recovered. Tartar emetic, either alone or in combination with ipecacuanha, is chiefly given by French Emphysema, on the other hand, has a tendency to exclude tuberculosis in the lungs, or at all events to check its extension.
Pleuritis with adhesions predisposes to tuberculosis, the metamorphosis commencing in the plastic exudation, and from thence extending to the lung. Compression of the lung, to a certain degree, but not altogether, excludes the development of tubercle.
The forms of tuberculosis described by Wunderlicli are?
"The further metamorphoses of pulmonary tubercle, whether occurring as granulations, nodules, or infiltration, are? "1. Softening.?This sometimes commences at the centre, sometimes at some other point, and sometimes at several points at once. The mass which was previously firm and dry, and of an almost chalky white, or very slightly pale yellow tint, begins to change to a deeper yellow, and to become soft and pulpy, till it is finally converted into a fluid containing fragments of solid tubercle, and which on a microscopic examination is found to present the elements of tubercle and a few granular corpuscles (pus-corpuscles). Thus the tubercle is converted into an abscess, sometimes only at particular spots, as in infiltration, but sometimes over its whole extent.
"
Simultaneously with this softening process, there is generally a further extension of the tubercular deposit in the surrounding part; and as this additional tubercular matter also softens and becomes dissolved, the fluid contents unite with those in the first abscess, and the abscess thus enlarged finally opens (most commonly) into a bronchus, but occasionally (when the disease has been very widely extended) into the pleura, and thus discharges its contents. In this way abscesses become converted into open caverns. The tuberculous cavity varies in appearance, according as this process has been gradual or rapid. In the former case, the tubercular matter at the spot is usually completely fused, and the cavity, which can then thoroughly empty itself, has smooth and tolerably regular walls. The surrounding pulmonary tissue presents a bluish tint, is lax or callous (callose), exhibits no cellular'structure, and is strewed over with isolated tubercles. If, on the other hand, the progress of the abscess has been rapid, and it has opened very rapidly, we seldom find that the whole of the tubercular mass is dissolved.
The cavity is then generally irregular, opening in -various directions, and containing undissolved, jagged masses of tubercle. The adjacent tissue is in a state of infiltration. Many of these cavities sometimes communicate, and we may find a whole lung perforated with them. It is seldom that a large tuberculous cavity has a simple form; even when its walls are smooth, it is usually sinuous and presents compartments, partly because it is made up of the union of several cavities, and partly because some portions of tissue not thoroughly destroyed, run across or project into the cavity in the form of rafters, ledges, cords, and bridges. These are generally composed of an obliterated bloodvessel and some atrophied and compressed lung-substance, which in this state have resisted further destruction. It is rarely that any blood passes through such a vessel; and it is only when the disintegrating process has gone on very rapidly, that the walls of open vessels are destroyed, and that blood can in this manner escape. The contents of an abscess, previously to its opening, are usually yellow, greasy, and sometimes a little reddish.
After an opening has ensued, but before the cavern has perfectly emptied itself, the contents sometimes present an external similarity to pus, or tlicy may be more diluted and mixed with llocculi, and be either of a dirty red, a brown, a gray, or even a blackish tinge. In a cavern of this kind, we not unfrequently find free and detached, but not perfectly destroyed, portions of lung. When the contents are completely discharged, the walls of the cavern remain the seat of an ichoropurulent secretion, and arc usually invested with a greasy pseudo-membrane; these walls may become the seat of gangrene.
" If an abscess breaks into the pleural cavity, its fluid contents are effused into the pleural sac, unless impeded by the presence of strong adhesions ; and as there is usually a communication between the cavern and a bronchial tube, air enters with each inspiratory movement into the pleural sac. Hence there is developed a severe inflammation of the pleura with a plastic, purulent,N and often ichorous exudation; and we have bulging of the side of the chest, and compression of the lung, in consequeuce of the entrance of the air. Perforation of the pleura is, however, comparatively rare, because the firmest adhesions usually occur at the spot where the tuberculous deposits make their way to the pleura. " 
